Introduction
Cystic lesions of the adrenal gland are uncommon but should be considered in the differential diagnosis of an abdominal mass. The first report of an adrenal cyst was attributed by Doran to Greiselius, a Viennese physician, in 1670.1
Case report
A 53 year old woman presented with a one year history of abdominal discomfort. Systematic enquiry was unremarkable apart from recent onset of vitiligo affecting hands and feet. There was no evidence of endocrinological disorder. She was obese (96kg) and there was a large, fixed, smooth mass filling the left upper quadrant.
Routine laboratory investigations were normal, as were serum cortisol levels. Ultrasound showed a cystic mass displacing adjacent viscera but did not identify the organ of origin. Intravenous urography showed the left kidney displaced to lie over the bodies of L4 and L5 but renal outlines and collecting systems were normal. Computerized tomography ( Figure 1 ) confirmed a cystic lesion, 22 x 15 cm, displacing the left kidney. The left adrenal was not visualized.
At laparotomy, a thick walled cyst was found, which arose from the posterior abdominal wall in the region of the tail of the pancreas. The splenic vein was incorporated in the cyst wall but it became apparent as dissection proceeded that the pancreas, though closely applied to the cyst, was itself intact. During dissection the cyst ruptured, releasing several litres of thick fluid, which was dark brown due to altered blood. The fluid was sterile on culture and had a normal amylase and electrolyte content. The cyst and spleen were removed. The patient made an uneventful recovery.
The cyst comprised a main locule plus a smaller one which contained clotted blood. It had a 1 cm thick fibrous wall with fat and large blood vessels externally. The inner surface was mostly smooth but with several groups of thrombosed, aneurysmal vessels and scattered areas of calcification.
Histologically ( Figure 2 ) the cyst wall comprised fibro-elastic tissue with focal calcification. There was no epithelial or endothelial inner lining but the wall contained flattened islands of adrenal cortical tissue. There were numerous abnormal blood vessels: enlarged thick-walled arteries externally, distended intra-mural veins and thrombosed aneurysmal vessels with no elastica, which protruded into the cyst. There was no medullary tissue, tumour or hydatid disease. The diagnosis was giant adrenal pseudocyst. 
